Working with members of the Royal London Trust and its medical council, Len Doyal and Daniel Wilsher have composed a set of guidelines governing the making of decisions to withhold resuscitation from patients. The guidelines describe the procedures that should be followed when giving orders for non-resuscitation and the clinical, legal, and moral criteria that should be satisfied before such orders are issued. The authors hope that these guidelines will be of help to those responsible for the creation of hospitals' policies for non-resuscitation.
Although there has been some discussion in the United Kingdom of hospital policy on withholding cardiopulmonary resuscitation from patients who suffer cardiac arrest, no consensus has yet emerged.`3 Generally decisions continue to be taken according to the clinical judgment of those caring for a patient without regard to more formal guidelines. Over the past year this informal approach has come under scrutiny, largely as a result of a letter sent by the chief medical officer to all consultants in England and Wales. This asked for the formulation of clear policies on the making of decisions to withhold resuscitation. 4 The chief medical officer further indicated that consultants should make their policy clear to all junior staff. His letter was precipitated by the upholding of a complaint made to the parliamentary ombudsman by the son of an elderly woman who had been given "Not for resuscitation" status by a junior doctor without consultation. 5 There is evidence that this was not an isolated incident. A study conducted in a district general hospital suggested that considerable confusion existed over the resuscitation status of patients.6 Decisions were poorly documented or in some cases not documented at all. This meant that nursing staff were unaware of some patients' not for resuscitation status, potentially resulting in inappropriate cardiopulmonary resuscitation. Discussions with colleagues suggest that arbitrary differences may exist in assigning not for resuscitation status depending on the specialty of the consultant in charge.
Professional and legal duty to act to save life It has been argued that a failure to attempt resuscitation is an omission and therefore acceptable because "nothing" is done. Nature is allowed to take its course. This argument has little legal or moral basis.' In general, when there is a recognised professional duty to act to save life, not to do so in the face of cardiac arrest is a prima facie breach of the law. Morally an omission constitutes a choice, itself an action, which may or may not be culpable. Like any other actions, omissions must therefore be justified by the acceptability of their consequences-in this instance the death of a patient. The third acceptable justification for non-resuscitation applies equally to competent and non-competent patients and does not require informed consent. The clinical condition of some patients is such that the probability of successful resuscitation approaches zero. '7 In such cases cardiopulmonary resuscitation can rightly be said to be futile as it will not benefit the patients. Indeed, it may well further harm them even if it is "successful" by resulting in severe brain damage.
To the extent that these patients can be identified in advance this provides sufficient reason for issuing a not for resuscitation order. No (1) Most patients who have given informed consent to treatment will be neither irreversibly close to death in the short term nor present an unacceptably high probability of death or very serious brain damage following cardiopulmonary resuscitation. They should be given cardiopulmonary resuscitation and can be regarded as having given their implied consent unless they state otherwise.
(2) If such a patient specifically indicates to a senior clinician and a witness that he or she does not wish resuscitation to be attempted the patient's views should be honoured. The clinician and the witness must be of the view that the patient was competent to make the decision and did so of his or her own volition.2' (3) A senior clinician may think that attempted resuscitation will not be in the interests of a competent patient on grounds other than those in condition B 1. Examples are prognoses of a future poor quality of life or of death which is not imminent. In such a case informed consent for a not for resuscitation order must be obtained. It should be given in the presence of a witness and can be implied in the form of a stated wish by the patient "not to go on" or some equivalent.
(4) If a senior clinician is unsure about a patient's true wishes explicit consent must be obtained. The only exception is when the clinician judges that obtaining consent might pose a serious and immediate danger to the patient. Permission should then be sought to share general medical information with relatives, and, if possible, attempts should be made with their help to determine the patient's wishes.
(5) If a senior clinician believes that cardiopulmonary resuscitation is in the best interests of a competent patient who has, however, expressed the desire "not to go on" the clinician must obtain explicit informed consent to non-resuscitation before making an order to that effect.
(6) There may be patients (for example, those with dementia) who are judged to be competent to make some decisions but not competent to make others. If such a patient communicates a desire not to be kept alive to a senior clinician and a witness a not for resuscitation order may be issued provided that the patient is judged to have been competent when the wish was expressed.
D-LEGAL AND MORAL CONDITIONS FOR GIVING NOT FOR RESUSCITATION ORDERS FOR NON-COMPETENT PATIENTS
(1) If a senior clinician judges an adult natient not to be competent to make a decision about whether resuscitation should be withheld the best interests of the patient should be defined with reference to conditions B1 and B2. In other clinical circumstances patients should ordinarily be resuscitated. The one exception to this is if a patient has previously issued an advance directive. This should generally be honoured, but, in doubtful cases, it is advisable to seek legal and professional advice (for example, from the BMA or a defence society).
(2) In the case of infants or children legal proxies -usually parents or those with parental authorityassume the rights of consent for patients, which have been outlined above. Decisions about nonresuscitation should be taken according to the same criteria which govem those conceming adults. Parents are under a duty to consent to treatment only if it is in the best interests of their child. (1) When there is no existing not for resuscitation order resuscitation should be attempted unless, as a result of an intraoperative complication, one of the clinical conditions for non-resuscitation (B 1 or B2) is clearly satisfied.
(2) When there is an existing not for resuscitation order the patient should not be resuscitated if an arrest occurs during anaesthesia. 22 The one exception is when the reason for the order was that resuscitation presented an unacceptably high risk (condition B 1(b)) and the probability of success is now judged to be acceptable.
F-INFORMATION ON RESUSCITATION FOR INPATIENTS
The literature given to inpatients when they are admitted should include a statement that it will be assumed that they consent to attempted resuscitation in the event of cardiac arrest unless they indicate otherwise to their clinician.
Conclusion
Some may argue that any attempt to produce guidelines constraining doctors' choices for withholding treatment is misguided or even harmful. There are fears that guidelines will be unworkable because they cannot cope with the nuances that arise across the wide range of clinical circumstances. Of further concem is the possibility that they will fetter clinical discretion in a situation when it is most needed. These are legitimate reservations that we have sought to accommodate in our guidelines. These are drawn in broad terms to allow many different situations to be assessed with reference to the key principles they embody. The guidelines are meant to provide clinicians with as much freedom as possible consistent with defensible legal and moral reasoning.
The importance of conforming with the law in clinical practice goes without saying, at least for the purposes of this paper. The need to be able to justify decision making morally-to have good reasons for one's actions over and above any specific set of legal or social conventions-is also becoming increasingly accepted in the profession. Clinicians By showing that you care you get things done, even to the extent of getting government offices to work really quickly. One of my jobs was to examine schoolchildren and issue permits to let them do odd jobs like paper rounds. This requires them to carry heavy bags full of newspapers and magazines. I was worried when a lot of shops were demolished to make way for a new road: no paper shops were left so vans were sent to the area with bags of papers and the children collected them from the van. At the weekend there were no shops at which to pay the bills. So the children were told to collect the money from the houses. It only needed a bully to cause mayhem. I asked for an urgent meeting with the medical officer of health, the chief education officer, and the chief constable and asked to get this practice stopped. I got nowhere.
Within about three months a bully boy held a knife to a boy's throat and demanded all the money. I learnt about it and asked for another meeting. Action was immediate. Within 72 hours an addition to the bylaws was suggested and accepted by the secretary of state for the environment: "No schoolchild may act as the agent for the collection of money." The message is, "If you care enough you can get things done, and quickly, even though from the bottom rung of the ladder."-ROBERT CRAWFORD is a retired senior clinical medical officer in public health in Shipley
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